MISSOQURI DIVISION OF HEALTH —STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WELFARR, 1
6?2‘; __Ragi tr '_;‘No, 3

Reg'is_trafionebls,?rict Ne. 360
-2, USUAL RESIDENCE (Where deceased lived. If institition: Residence hefore

N 221963
}.".PLACE 'OF DEATH
s. STATE: Miggour] b COUNTY Henl'y
e, CITY.

a; COUNTY vemon
b. CITY {If outside corporate limits; give TOWNSHIP only}
or T S OR
own  Nevada TOWN
d. -STREET
ADDRESS

-63-004953

STATE FILE NUMBER

Primary Registration !)Esfrict Na.

DO NOT WRITE |
ON AMENDED

THIS STUB

VS 300
Rev. 4/59

admission)

Length of stay in 1k

53?-28da.

inside Llmits
Yesm Mo O

Inside Limits'

Yer [] Nuxj

Reside on Farm

Yas-[i No.{J

Montrose

(If cutside, give location)

.- FULL NAME OF {1f NOT in hespital, give lacation)

WaTmes State Hospital #3 Rural

leTI'IUTION
. NAME OF DECEASED Firat Middle Last 4. DATE
(Type or print] L OF.

Ma ) Ella DEATH

DATE AMENDED

Month

1

Day Year

16 - 1963

. BEX

F

4. COLOR OR RACE

W

7. Murried
Widowed

Mever Married, [J
Divoreed []

fangardan. _
5-15-1877

9. AGE (lavt birthday} |

85

{F UNDER_) YEAR
Menths | Days

IF UNDER 24 HR
Hours Min.

10a. USUAL OCCUPATION. (Give kind of work done

10b. KIND OF BUSINESS OR INDUSTRY| 11.

BIRTHPLACE (City and.state or. country)

12. 'CITIZEN CF

WHAT. COUNTRY

during most of working life, éven if rétired)

T3a. FA?H%%@%W' e

Luther Dearborn
15. WAS DECEASED EVER IN U.5. ARMED FORCES?
‘{Yes, .no;. or un_lgnown)l (if yes, give war or dates of servi

Wisconsin (Be

‘boo Co,
14. NAME:OF F

IIS:A
USBEAND OR WIFE

Dece
Addr;’;?eﬂ

State Hospital

ERVAL BETWEEN
QONSET AND: DEATH

2 Waaks

o4}
13b. MOTHER'S MAIDEN NAME

— INFORMANT

18. CALSE.OF DEATH (Enter only one causa per |
PART |. DEATH WAS CAUSED BY

IMMEDIATE CAUSE o} _Carabral=_hemorrhage
ouE T0 ) _Generalised-Arteriosclercsis

stating’ the under- oL T . R B
lying couse lost, DUE TQ ()

IFICANT CONDITIONS CONTRIB{"ING TO DEATH but not related to the terminal PART 1. 1f decesmsed waz fomale was
PART 11. 0123 :scigéf ton given-in PART | there' & prégnancy in last’ 90. deys.

Chronic Braif EE ome Associated with Cerebral Arteriosclerosfs [gv. [ 0% | O tnknown '
gb Eﬁ!is AUigPS‘{ 20a. ACCIDEN UICIDE HON‘\IDCIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PJ&RT 11 of item 18.)
a B :

PERFORMED
YES:(Q N

20c. TIME OF
"INJURY

DOCUMENT

Conditions, if any,’
which, gave rise 10
above cause” (a),

years
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“a.m;
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MEBI_C_.'AI. CERTIFICATION

304, FLACE OF INJURY (2.3, in or about home,

20f. CITY; TOWN, OR, LOCATION
‘farm, fmorv, street, office’ hidg., etc.)

20d. INJURY QCCURRED
~ WHILE AT WORK

.
NOT WHILE AT WORK a

: : H - 4 I her .o '
212 1 attended the: decaased-fiom __Doa+18,1957 toJane 16, 1963 and losf sew pip alive °n_Jan.._167—1963——‘
Danth occurred at, Py 8.32 p __m on the-date stated above,.and to the beit 6f my knowledge, from the' causes stated.
- 727 i1 i i ;

((eéfeo ar tiga}’

OR
TYPEWRITER RIBBON

22¢. DATE SIGNED

1-16-6

{State}

:22b. ADDRESS

Nevada, Mo,

23d, LOCATION (cny, tawn, or county)
&: 4-

USE BLACK INK

‘222 SIGNA
t

SHOULD READ

NAME‘OF CEmETeRy ORCRE £y
WonZres—
25. DATE RECD. BY I.OCAL REG.

az; Stho. |—) /9-, %:-?

(Llcamed Embalmer s Sllmem' on Reverse Side)

ADDRESS

" REMOVAL Mpcit
He Ja o Ve L
24, FUNERAL DIRECTOR

(-,

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by . : - - Student Embalmer No.

working under my personal supervision.

Student

Signature of Student Embalmer

Licensed Embalmer No. - 75‘( z
P. O. Address, M d—i }L‘"\

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Failure to comply
with the above constitutes grounds for revocation of license). - :

If embalmed By a STUDENT, he alsc shall*sign in his’OWN handwrmng

if this body is not embalmed, fact shou[d be‘so stated aboyg .

r.




